DISCUSSION ON ENURESIS Mr. T. Twistington Higgins: Enuresis has been defined by Zappert (Meredith Campbell) as: "The involuntary and usually unconscious voiding of large amounts of urine, which occurs predominantly during sleep, in the absence of organic disease of the nervous or urological systems." However, we cannot exclude "voluntary enuresis", i.e. the case of those children who, from some psychological aberration or, it may be, from degraded social custom, are deliberately dirty in their habits.
Again, it is generally agreed that we should not begin to speak of "enuresis" until a child is 3542 to 4 years old, but I think this needs some qualification.
The normal child should have acquired control of its bladder function long before this. A healthy infant, properly trained, should be dry after 18 months at the latest-many much earlier. Thereafter "accidental" mishaps should be rare events. If, in such an infant, there is frequent flooding, something is likely to be wrong. If this is not appreciated, a gross uropathy may well pass unrecognized in its early stages. Enuresis may be a prominent feature of certain rare diseases such as diabetes and hyperpiesia. Spina bifida occulta, when unassociated with other neurological signs, is a rare cause of enuresis, though this possibility should be borne in mind, particularly in the case of sacral defects.
Organic Disease of the Urological System
Approximately one case in ten of enuresis in children will be found to have some organic disorder of the urinary tract, so that a comprehensive clinical examination directed in particular to the urinary organs is necessary.
The urinary tract lesions to be expected are almost all due either to obstruction in the tract, or to infection, or to a combination of both. The history may at once provide suggestive evidence. If the wetting consists of the frequent and urgent voiding of small quantities of urine, especially if there is any associated pain, and possibly, febrile attacks, there is likely to be a urinary infection. Again, straining and difficulty in the; act of micturition point to an obstruction, and much may be learned in such a case from having the child pass its urine under our observation.
Examination of the external genitals: (a) In the girl. Vulvovaginitis is the commonest lesion. It may only be slight and transient, but in my experience it is a frequent source of infection and enuresis. It is remarkable how frequently both are cured with its disappearance. The urethra should be inspected for signs of inflammation, malformation, &c.
(b) In the boy. The external meatus should be examined for contraction, ulceration or malformation. A glandular hypospadias is often unrecognized, and of course, with this deformity, contracture of the misplaced meatus is almost always the rule.
Phimosis: It is generally agreed to-day that phimosis is rarely, if ever, a cause of enuresis. In my view circumcision has no place in the treatment of enuresis. There is no operation in surgery performed with so much frequency yet with such little cause as that of circumcision.
Distended bladder and residual urine: If the bladder is distended then an effort should be made to estimate the residual urine. It only means passing a catheter after the child has voided as completely as possible. The presence of residual urine in any quantity means obstruction of some sort, and is, therefore, a valuable sign. Urinary analysis: There should be a complete investigation of -the urine, including culture.
If examination has revealed nothing abnormal, then the enuresis may be assumed to be "functional", and appropriate treatment adopted. If, after three months, there is no improvement, a complete urological investigation should be made when an organic cause may be revealed, such as: Infections Acute and subacute infections are readily recognized and treatment by drugs and diet is commonly successful. It is only when the infection is resistant, or when it recurs, when, therefore, some form of urinary obstruction is probably a complication, that a complete urological investigation is necessary to determine treatment. This may involve anything from simple dilatation, to possible extirpation of a chronic, infected focus. Even when a urinary infection has been cleared there may be a sterile, clear urine, a normal bladder with perhaps a mild dilatation of one or both ureters, or of the renal pelvis, or even of the calices. This mild abnormality may be associated with the child's enuresis. We must picture the whole urinary duct as one co-ordinated neuromuscular mechanism, devised to ensure regular peristalsis, with proper filling and emptying of the reservoirs. This perfect arrangement is easilv disturbed under the stress of inflammatory lesions, and irregular peristalsis and spasm induced. Indeed active degenerative changes in the wall of the duct mav follow serious and lasting infections, leading to permanent dilatation (ureterectasis). Such disturbances-irritable peristalsis and spasm-may well persist for varying periods after the actual infection has disappeared, and even when they are only demonstrable in the upper tract, bladder irritability, and enuresis are thus explained.
All this is even more apparent in the bladder itself, where a cystitis which may have completely cleared up leaving a sterile urine, may nevertheless leave in its trail for a considerable period a degree of vesical irritability which will determine an enuresis.
Such bladders frequently shoNv an angrv red hyperemia of the area around the internal urinary meatus and adjacent part of the trigone, with perhaps a polypoid appearancethe commonlv styled urethrotrigonitis. Like the primary cystitis which it probably follows, it is one of the commonest urological findings in girls with enuresis. Instillations of silver nitrate I :500 are of use, and in some cases a touch or two with the diathermy electrode may benefit. Obstrtctive Lesionts In bovs it is the urethral obstructions which are important. The commonest, and happily also the simplest to deal with, is the contracted external urinary meatus. The posterior urethral lesions and bladder-neck obstructions form an important group, presenting much difficultv in diagnosis and treatment in young children. The commonest of these lesions seems to be congestion or hypertrophy of the verumontanum. Valves in their various forms are rare and most of them provide a grave clinical picture with gross bladder distension, back pressure and renal degeneration. Institutional treatment for "functional" enuresis is of great value in selected cases, but any impressive reduction in the incidence can only come from preventive measuresbetter homes and better upbringing of children.
Mr. H. P. Winsbury-White: Chronic inflammatory changes in the posterior urethra and in the bladder are the commonest cause of disturbances of micturition at all ages and in both sexes. Rotutine cystoscopy and urethroscopy make this quitc clear. Psychic and other influences from the central nervous system activate the involuntarv act of micturition more effectivelv in the presence of cvstitis and urethritis than when normal conditions exist.
The bladder is commonlv involved by a spread of infection from the urethra. Often only the front of the trigone is affected (urethrotrigonitis).
In so-called functional enuresis the vounger the child the more constantly are these signs of inflammation in the bladder present (70%., Winsbury-White, Brit. J. Urol., 1941) .
In the older children and in manv adults, the Inflammation is commonly localized to the urethra (76%,) or there is urethrotrigonitis, the more widespread inflammation having disappeared.,
The cystitis is often onlv in patches ( fig. 1 ). The changes in question are obviously inflammatory by comparison with the appearances seen in the terminal stage of frank cases of cystitis. The urine accompanying these changes commonly shows no evidence of infection.
Polvpi, granulomata, dilated gland orifices are present in the urethra in manv cases (figs. 2 and 3).
It is obvious from careful cystoscopy and urethroscopy in children with general disturbances of micturition that manv cases of enuresis are simply part of a large group whose symptoms are due to inflammation involving the lower urinary tract, particularlv the urethra (Spence and Mloore, 1939; organic uropathy in 600,', of 532 cases, Campbell. 1937). Important data bearing on urethral changes and enuresis are also forthcoming from a studv of the three following groups in adults: (1) Those who suffered from enuresis 2. Vessels at back of uninflamed trigone (P. S., female, 11 years). 3. Vessels of uninflamed bladder wall; note clear definition of vessels (same case as No. 2).
4. Vessels at back of inflamed trigone ; note the blurring of the outline of blood-vessels ; no evidence of infection in urine (J. C., female, 6 years). 5. Similar to No. 4, i.e. blood-vessels in a patch of inflammition at back of trigone (J. W., female, 6 years; no evidence of infection in urine). 6. Blurred outlines of vessels of inflamed bladder wall; other patches of cystitis were also present; no evidence of infection in the urine; compare with No. 3 . 4 ).
Since the beginning of the war my own records show a great increase in the incidence of enuresis amongst male children. This coincides with the known increase of nonspecific genital infections in the male sex during the same period. Inflammatory conditions of the genitals and variations in the calibre of the urethra in children which lead to enuresis have been dealt with by me in a previous publication (1941). also important, and the following extremes of dilatability of the urethra in the male were noted in enuresis cases:
Age of patient (in years)
... ... ...
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Lowest dilatability (Charriere) Residutal utrinie is an important accompaniment of many cases of enuresis (16 2%, Campbell, 1937) . Such cases are prone to attacks of urinary infection.
The urine.-There is plentv of evidence both experimental and clinical to substantiate the view that inflammation mav be present in the urinary tract without corroboration of its presence in the urine (Thiele and Embleton, 1913; K. M. Walker, 1922; Cabot, 1936) .
Treatmiienit.-Selected cases respond favourably to urethral dilatation. A general an,esthetic should always be used for children.
Treatment bv dilatation of a chronic focus of inflammation in the urethra, improves the condition by promoting drainage from the focus. In a series of cases previously published by me (1941), the results of treatment by this method were shown to be cessation of enuresis for periods varying from three months to two years in 58%/1 . Fulguration of urethral polypi is necessary in some cases. Successful treatment by urethral dilatation depends upon observing certain rules: (1) Special instruments for children should be used (Winsbury-White, 1941); (2) the cases should be selected by urethroscopy and cystoscopy; (3) meatotomy is first required in a large number of males; (4) a catarrhal condition in any system of the body contra-indicates treatment; it will cause a relapse when it occurs following treatment; (5) it is wise to. delay treatment in very young patients; (6) a month should be the shortest interval between treatments; (7) several treatments may be necessary.
An extension of this paper, with further details of cases, will be published in the Dr. Wilfrid Sheldon: Enuresis is by no means confined to the poorer sections of the community, but is met with throughout the social grades. While in young children it occurs about equally between the sexes, in the second half of childhood it is more common in boys than girls. In an inquiry among 5,000 children between 5 and 10 years of age, in well ordered, good Residential Homes for Poor Law Children, the incidence was found to be 500. Three out of every five cases were boys. I classify the cases into (1) Those associated with organic disease directly affecting the urinary tract. (2) Those in whom there is a disorder of health in some other svstem of the body, tending to promote or perpetuate enuresis. No child falling within either of these first two groups should be regarded as a functional enuretic.
The three remaining groups are: (3) Those in whom enuresis is associated with evidence of mental retardation. (4) Functional enuresis which has persisted from infancy.
(5) Functional enuresis which has appeared in later childhood after an interval of some vears in which the child has shown satisfactory sphincter control.
In the first group-besides children with deformities and infections of the urinary passages-are those in whom there is enuresis with pronounced polydipsia, such as is met with in diabetes mellitus, diabetes insipidus, and chronic interstitial nephritis. If nocturnal enuresis occurs, it is combined with either diurnal enuresis, or frequency of micturition, and this association is of clinical importance, because the functional nocturnal enuretic usually has good control of his bladder during the day.
If nocturnal enuresis is accompanied by diurnal frequency or actual enuresis, there is probably an underlyintg organic defect.
That persistent or recurrent infection of the urine is often associated with some underlying deformity of the urinary tract, is now common knowledge, and children showing such infection should be submitted to a complete urological investigation. I have vet to sce the bov in whom enuresis could be attributed solely to phimosis. That spina bifida occulta is sometimes associated with intractable enuresis is probably true, but operation on the spine for the cure of enuresis has little justification. Relief from enuresis is rarely obtained by reducing the acidity of the urine.
The treatment of enuresis should not be undertaken until a complete physical examination has been made.
The child whose enuresis is associated with chronic indigestion is not likely to learn dry habits until the digestion has improved. The output of urine in enuretic children is sometimes much greater during the night than by day, and I think this is sometimes to be attributed to persistent digestive upset. The perineal irritation caused by threadworm infection may possibly contribute to bed-wetting in much the same way as may balanitis, but more often the worm infection is part and parcel of an underlying chronic indigestion.
Children with allergic rhinitis often wet their beds, and that there is a close connexion between their allergic condition and their enuresis can often be demonstrated by the improvement in both conditions, either as a result of desensitization or by the employment of anti-allergic drugs as ephedrine. A tablet of I/2 gr. given at bedtime over some weeks may banish enuresis. These children usually tolerate ephedrine verv well, and if necessary the dose can be wvorked up to 1 or even 2 gr. at bedtime.
The young child whose wetting is associated with an ammoniacal smell to the bedding, and whose buttocks and perineum are reddened and sore requires a reduction of his fat intake, especially milk fat. This may be all that is required to enable the child to keep a dry bed.
Enuresis associated with mental retardation is most resistant to treatment. I refer not so much to the gross types of mental deficiency, with easilv recognized physical stigmata, but to those children who are to be classed as dull and backward, unable to keep pace with their fellows, and with a poor capacitv for concentration. It is often difficult to inculcate into these children a sense of right and wrong, and the methods of browbeating and intimidation are worse than useless. This calls for a strong but sympathetic personality in the parents, who often stand in need of our encouragement just as much as do the children. I think some form of briberv, such as a child will appreciate in return for a dry bed, mav be legitimately used for these children. The use of drugs in this group is almost uniformly disappointing. Thyroid, which has been recommended in the treatment of enuresis, is in mv experience as valueless in this grouLp as in any other.
In those children, physically and mentallv in good health, who have never learned to keep a dry bed, the original faLlt may lie in defective early training. Training should include the withholding of fluid after the tea meal, and forgoing the supper meal. The child should make a conscious effort to empty the bladder completelv on retiring, and, if necessarv, within an hour of going to bed. In any case thev should be roused again after four hours to pass water, and this time of rousing should not vary from one night to the next. The rousing should be done thoroughly, so that the child knows what he is doing, and not be "sat out" while leaning against his mother, mcre asleep than awake. If the child wets in the earlv morning hours, a second rousing should be carried out after another four hours. This training may have to be carried out for a few weeks by the parents. Praise for a dry night is infinitely better than scoldings for a wet one. Treatment by suggestion, such as belladonna in increasing doses, or a more powerful suggestion such as stretching the bladder by distension may help to bring about a cure. Some children who haxve been dry for some years, mav revert to persistent wetting at night. Often the trouble dates from some temporary lowering of health, such as an infectious fever; but the surprise and disappointment occasioned bv the enuresis has so drained the child's self-confidence, that the wetting continues long after the initiating cause has been forgotten. These children are usuallv intelligent and sensitive, acutely conscious, of their misfortune, and readv to be devastated by hard words or criticism. The fundamental object in dealing with these children lies in restoring their self-confidence either in hospital or in their own home; in the latter case, the parents' attitude must combine encouragement with unfailing confidence in their child's eventual recovery.
Lastly there is a small group that the wvar has brought to my notice, and that concerns ex acuated children who intentionally wet their beds to gain some advantage such as being allowed to return home.
Dr. E. B. Strauss: Experiments have shown that even the smallest emotional experiences are accompanied by a contraction of the bladder. Urine and urinarv activities, then, are possessed of powerful emotional and libidinal significance; and by far the greater number of cases of enuresis are of psychological rather than of uirological import-MAY-UROL. 2 ance. It is doubtful whether spina bifida occulta is found more frequently amongst enuretics than amongst others. The view that phimosis is of aetiological importance has little to support it, and circumcision as a method of treatment has nothing to commend it and must be regarded as psychologically dangerous. Drugs act by way of suggestion rather than through their pharmacological properties. It is possible to divide functional enuretics into primary and secondary groups. Primary enuretics give expression to primitive dispositions and drives by way of their symptom-infantile vesical pleasure, more highly libidinized pleasure, rage, aggressiveness, jealousy, a desire for love and protection, destructiveness and the like. They are interested and curious about the taps, tubes and holes of the body and what comes out of them. These preoccupations are so emotionally charged that they express themselves in sleep when the restrictive code of nursery morals and standards is lifted. The ideal form of treatment for the primary group is through uninhibited (and largely uninterpreted) play-activities in suitably equipped centres. About 50% of secondary enuretics respond well to hypnotic suggestion. In secondary enuresis the symptom is due to "secondary anxiety", by which is meant anxiety arising in connexion with emotionally over-determined anticipation of the symptom itself. "Secondary anxiety" is called secondary in this special instance because the primary anxieties which were supposedly the original cause of the symptom (enuresis, psychosexual impotence or whatever it may be) have faded into the background and have ceased to be of causal significance. The suggestions given are of two kinds:
(1) Suggestions intended to allay secondary anxiety. (2) Suggestions designed to produce a kind of conditioned reflex in the bladder wall, which enables the bladder to act like its own alarm-clock, as it were, and wake the patient up in time to prevent accidents.
Since the war, enuresis has become a serious social problem, first amongst evacuated children who usually turn out to belong to the primary group of enuretics, and secondly amongst unwilling conscript soldiers who have learnt that they can successfully evade military service from the start by pleading enuresis. In this last group, it is very difficult to differentiate between the genuine case, and the malingerer.
Wing-Commander J. C. Ainsworth-Davis: A great many cases of enuresis occur in the Service and I investigate them by cystoscopy, urethroscopy, and urine-analysis. In the vast majority of cases cystoscopy is normalexcept when the urine is infected. Very rarely is a median prostatic bar present. Urethroscopy I regard as a certain means of distinguishing between the congenital and the acquired cases. In the former, on withdrawing the urethroscope from the bladder, the roof of the internal meatus can be seen at the same time that the floor and the sides come into view, indicating a relaxed condition of the internal sphincter; whereas, in the latter, the roof can only be seen if the instrument is either depressed 45 degrees below the horizontal or if it is further withdrawn into the posterior urethra. As Mr. Winsbury-White has pointed out there is usually some abnormality to be seen in acquired cases, such as inflammatory projections of the internal meatus, polyposis of the verumontanum or evidence of chronic genital inflammation, which usually respond satisfactorily to dilatation, diathermy, or both.
No mention had been made of a possible operative cure of congenital enuresis by a gracilis transplant, or some other surgical procedure.
The President: The radiological finding of spina bifida occulta does not hecessarily prove that this is the cause of enuresis. Cystoscopy, cystography, and cystometry will show any neurogenic lesion present, and in such cases exploration of the spine is sometimes indicated. [March 23, 1944] DISCUSSION: TREATMENT OF CARCINOMA OF PROSTATE Mr. Clifford Morson: The surgical treatment of carcinoma of the prostate.-The pathology of carcinoma as it affects the prostate gland is peculiar in many respects. Its similarity to breast cancer is remarkable, in fact it is at times difficult to distinguish between the microscopic sections. Both form metastases in bone and both readily stimulate the formation of fibroblasts. The cancer cells from the prostate spread by three distinct paths: (a) Bv lymphatics which follow the course of the vas deferens to glands in the groin; hence the solid oedema of leg and lower abdomen met with, on occasions. (b) By lymphatics in the pelvic cellular tissue which spread out fanwise from the base of the bladder towards the sciatic notch and iliac bone; hence the pain at the back and inner
